Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1) . War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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MRI Study
The patients were asked to void one hour before the MRI to ensure a partially full bladder. All the patients fasted for at least 5-6 hours before the procedure, and a dose of 20 mg hyoscine (IM) was administered to reduce artifacts caused by peristalsis (in the patients without contraindications). All imaging was performed in the supine position. The MRI studies were conducted with a 3-Tesla superconductive magnet (Siemens, MAGNETOM Trio, Germany) using a local pelvic phase arrayed coil. Turbo spin echo T2-weighted Images (TR/TE = 4000/101) with NSA = 2, matrix size of 512 * 512, FOV = 250 mm and section thickness = 4 mm with intersection gap = 1 mm in sagittal, coronal oblique and axial oblique (long axis and short axis of uterine cavity) planes were performed. Axial T1 images (TR/TE = 746/11) with 3-5 mm slice thickness and intersection gap = 1 mm, matrix 256 x 256, and NSA = 2 were done. Contrast-enhanced MRI was performed after injection of 0.2 mmol/kg Gad-DTPA at a rate of 2 cc/kg, with a scan delay of 2 min ± 30 s (the time of maximal tumor-myometrial contrast) in sagittal and axial oblique sections by application of T1_VIBE_FS sequences (TR/TE = 4.74/2.18) with slice thickness of 3 mm and FOV=200 mm.
MRI images were interpreted by a radiologist with expertise in pelvic MRI and blind to our findings and the final histopathologic grade of tumor ( Figure 2 ).
All the patients underwent surgery and the depth of myometrial invasion and cervical involvement was determined through a pathologic study.
Statistical Analysis
The results of imaging were compared with the surgical pathologic results of myometrial invasion as the gold standard.
Statistical analysis was performed using SPSS software. Normally distributed continuous variables were compared between the patients with and without 50% of cancer invasion. A kappa test was used to study the association between the MRI and sonography. Positive predictive value (PPV) and negative predictive value (NPV), sensitivity, specificity, and accuracy were also used to describe the studied variables.
Results
Of 45 total patients, the mean age was 54.5 ± 10.8 years (33-77 years). The mean gravid and parity were 3.93 ± 2. were postmenopausal. Forty-one (93.2%, 41 of 44) patients had a positive history of vaginal bleeding. The most common histological grade was grade 1 (57.8%, 26 of 42). Histopathological evaluation showed that 29 (64.4%) patients had less than 50% myometrial invasion (superficial myometrial invasion, SMI) and 16 (35.6%) had more than 50% myometrial invasion (deep myometrial invasion, DMI). The most common histological type was endometroid (72.8%, 32 of 44;). Table 1 displays the distribution of the different histological grades and types of tumors among the patients.
Mean endometrial thickness, measured by TVS, was 18.4 ± 14.4 mm in the patients with SMI, determined in histopathology, and 38.5 ± 11.5 mm in the patients with DMI (P<0.0001). Determining the depth of myometrial invasion by TVS showed 84.1% of patients were correctly classified (37 of 44 patients). In fact, the sensitivity of sonography to correctly detect DMI was 81.3% and its specificity was 85.7%. Other diagnostic indices of TVS in detecting the depth of myometrial invasion are shown in Table 2 . Evaluation of the endometrial-myometrial interface in 5 patients was indeterminate. Among the patients with irregular endometrial-myometrial interface, 52.4% (11 of 21) showed DMI in histopathology; while in the patients with regular endometrial-myometrial interface, 15.8% (3 of 19) showed DMI in histopathology (P value=0.015; odds ratio [OR]=5.9, 95% CI=1.3-26.3).
Comparison of Doppler indices in the patients with deep versus superficial myometrial invasion showed the means of all indices (including minimum RI, maximum RI, mean RI, RI difference, minimum PI, maximum PI, mean PI and PI difference) were statistically insignificant between deep and superficial tumors (all P values greater than 0.05) ( Table 3 ). All of the ROC curves for the differentiation of deep tumors based on Doppler indices were efficient.
MRI correctly determined the depth of myometrial invasion in 90.2% of the patients (37 of 41). Sensitivity of MRI in detection of deep invasion was 86.7% and its specificity was 92.3%. Other MRI indices are shown in Table 2 .
In comparing the diagnostic accuracy of MRI and TVS, there was no statistically significant difference (P value = 0.29) (Figure 3) .
Information of cervical invasion was only obtained for 30 patients in pathology. TVS correctly assessed cervical invasion in 28 (93.3%) of these cases. Sensitivity and specificity of TVS in cervical invasion were 88.9% and 95.2%, respectively. MRI correctly predicted cervical invasion in 26 (96.3%) of the patients with 88.9% sensitivity and 100.0% specificity (Table 4) . Comparing the diagnostic accuracy of MRI and TVS for cervical invasion showed no statistically significant difference (P value = 0.75) (Figure 4) .
Comparing the mean of all Doppler indices between histological grades did not show any statistical difference. In addition, comparing the mean of these indices between endometroid tumors versus other types and also between the patients with and without cervical invasion did not show any statistical difference (all P values greater than 0.05).
Discussion
Preoperative knowledge of the depth of myometrial invasion and cervical involvement can influence the recommended surgical approach. Studies showed less than 50% myometrial invasion is related with only 5% lymph node metastasis, whereas the patients with more than 50% myometrial invasion had a higher rate of lymph node metastasis (18% to 30%). However, FIGO recommends lymphadenectomy for all patients; this could cause complications such as leg lymphedema and DVT, and may have no proven influence on survival rate in low risk patients (IA). Therefore, many studies suggest less extensive surgery in these patients and reserve para aortic lymphadenectomy for high-risk patients (IB, II) (4-6).
Preoperative imaging modalities such as MRI and TVS are the first-line choices; however, challenges remain on the optimal imaging technique for the assessment of myometrial invasion and cervical involvement (16) .
In the present study, TVS and MRI had acceptable accuracy, sensitivity and specificity in detecting the depth of myometrial invasion and cervical involvement, and TVS had comparable diagnostic values against MRI which was slightly more accurate. In our study, endometrial thickness was a predictor for myometrial invasion; mean endometrial thickness in the patients with SMI was 18.4 ± 14.4 mm and in the patients with DMI was 38.5 ± 11.5 mm and this difference was significant at P < 0.0001. In addition, regular EMJ was suggestive for no DMI (P value=0.015; OR=5.9, 95% 367 CI=1. 3-26.3) .
In predicting myometrial invasion, TVS had 81.3% sensitivity and 85.7% specificity.
The results of our study were equivalent to previous studies; MRI could identify the depth of myometrial invasion with 86.7% sensitivity and 92.3% specificity.
The agreement of TVS and MRI in detecting DMI was 0.74 (P value ≤0.001, 95% CI=0.52-0.95).
This study showed that RI and PI of uterine arteries were not significantly different between the patients with more and less than 50% of myometrial invasion (all P values greater than 0.05; Table 3) .
A systematic review showed a significant controversy in the sensitivity and specificity of TVS in previous studies (17) . However, many studies showed similar performance for MRI and TVS (12) .
A previous study showed DMI (low-risk and highrisk features of uterus) with accuracies of 78%-87% and sensitivity and specificity of 72% and 77%, respectively (18) .
Savelli et al demonstrated that when TVS was carried out by an expert radiologist, it showed acceptable accuracy in determining the depth of myometrial invasion and performed equally for MRI in preoperative staging (12) .
We showed sensitivity and specificity of MRI in the prediction of myometrial invasion in premenopausal patients were in accordance with previous studies; however in postmenopausal women, sensitivity (100%) was better than specificity (55.56%), which could be due to extreme thinning of myometrium; though, PPV was significantly higher (10) .
Studies showed that contrast-enhanced MRI had 90.9% sensitivity, 91.8% specificity and 91.6% diagnostic accuracy for demonstrating DMI and the main causes of missed diagnosis were myomas, large tumor size, corneal lesion, adenomyosis, and non-endometroid tumor types (19) .
Christensen et al showed that preoperative endometrial biopsy and MRI could spare 8 of 10 low-risk women from extended surgery and lymphadenectomy (18) .
Another study also suggested that MRI could accurately identify low-risk patients and avoid unnecessary lymphadenectomy (20) .
In our study, MRI and TVS had an accuracy of 93.3% and 96.3%, respectively, in detecting cervical invasion. Sensitivity and specificity of TVS in cervical invasion were 88.9% and 95.2%, respectively, and MRI had 88.9% sensitivity and 100% specificity (Table 4) .
Comparing the diagnostic accuracy of MRI and TVS for cervical invasion showed no statistically significant difference (P value=0.75) (Figure 4) . Agreement of TVS and MRI in detecting cervical invasion was 0.73 (P value ≤0.001, 95% CI=0.49-0.98).
The study of Lin et al showed T2-weighted MRI and DCE-MRI had accuracy, sensitivity and specificity of 87%, 58%, and 95%, respectively, in detection of cervical invasion, which was compatible with previous studies; however, they showed that DWI could significantly improve diagnostic accuracy for identifying cervical stromal invasion (21) .
One limitation in this study was that all ultrasound exams were performed by one expert radiologist, so interobserver and intra-observer errors were not evaluated. However, we believe that experience is quite important in accurate evaluation of these patients especially in ultrasound exams as well as MRI. Another limitation was related to the patients with preexisting benign findings such as large, multiple myomas, and adenomyotic changes. In these patients, imaging estimates of myometrial invasion could be inaccurate as provided imaging data about endometrial-myometrial junction and real myometrial thickness were suboptimal. A combination of ultrasound and DCE MRI will help to these patients with an accurate estimation. Some postmenopausal patients with diffuse myometrial thinning were also another challenge.
In conclusion, MRI and TVS had almost equal performance in many patients in detecting myometrial invasion and cervical involvement, although MRI was superior to TVS. However, MRI is expensive and time consuming whereas TVS is more available, cost-effective, and easily performed; and when performed by an expert, it may accurately evaluate the depth of myometrial invasion, especially in low-risk patients.
